It is now recognized that as people age, they decrease their food intake (1) . This physiological change with aging is termed the "Anorexia of Aging" (2, 3) . Physiological anorexia puts older people at increased risk for weight loss, malnutrition, and reduced quality of life (4, 5) . Appetite and food intake have received little attention in health care and research because appetite is based on subjective experiences of an individual and is difficult to measure (6) . The Global Leadership Initiative on Malnutrition (7) has 3 components for the diagnosis of malnutrition, namely non-volitional weight loss, low body mass index, and a reduction in muscle mass. The consensus stated that this could be due to a reduction of food intake or poor absorption and/or inflammation, and underlying disease as the causative factors.
A robust screening tool to evaluate appetite among older persons could create opportunities for early intervention among health care providers, and could potentially lessen healthcare costs. Numerous screening tools exist to diagnose protein energy malnutrition (8) . Of these, the Mini Nutritional Assessment (MNA) and its short form, the Simplified Nutritional Appetite Questionnaire (SNAQ), have become the most widely used among older people (9) (10) (11) (12) (13) (14) . The SNAQ appears to be such a tool that is short, reliable, and validated with the ability to effectively and rapidly be used by health care professionals to assess appetite among older adults.
The 4-question SNAQ (Table 1) was originally derived from the longer Council on Nutrition Appetite Questionnaire (CNAQ). Wilson et al studied both the SNAQ and the CNAQ in 247 long term care and 709 community dwelling older adults. Their study concluded that both tools predict future weight loss, but that the SNAQ proved to be more efficient (5) . Another study by Hanisah et al consisted of 145 hospitalized patients compared the CNAQ, the SNAQ, and the Hunger and Sensory Perception Questionnaire (AHSPQ). Using the Subjective Global Assessment, the study found 11% of patients were severely malnourished, 50.4% were mild or moderately malnourished and 18% were normal (15) . The study concluded that the SNAQ had the highest specificity and was more reliable and valid as an appetite screening tool than CNAQ among older adults.
In a cross-sectional study of 175 older individuals, the SNAQ was compared to the MNA; while the SNAQ did not predict malnutrition as classified by the MNA, the authors concluded that an abnormal SNAQ score may be effective in identifying individuals at risk of significant weight loss (16). Ilhan et al examined 442 persons over 60 years of age and found that the SNAQ had reliability of 0.693 and test-retest stability. It also had a moderate correlation with the MNA (17) . A separate study found that the SNAQ predicted lower muscle mass among other factors of older people with poor appetite (18) .
Additional studies have assessed effectiveness of SNAQ in more specific illness and disease settings, such as heart failure. More than 26 million people worldwide suffer from the complex clinical syndrome (19) . Decreased appetite among heart failure patients contributes to the development of poor nutritional status, which may negatively influence prognosis. In a study of 186 heart failure patients, both the CNAQ and SNAQ were shown to have construct validity and internal consistency validity (14) . Additionally, a separate study of 48 patients undergoing mitral valve surgery concluded the SNAQ showed significant appetite improvement after one year of recovery from surgery (20) . Another study of 99 patients undergoing aortic valve replacement found the SNAQ was able to detect those who were considered to be moderately malnourished (21) .
Another disease area thoroughly studied is gynecological cancer, which show increasing incidence; the disease now accounts for 19% of new female cancer cases worldwide. Among several symptoms, malnutrition may be a key contributor to poor clinical outcomes, specifically high mortality rates. Malnutrition affects 20 to 26% of individuals with gynecological cancers, specifically 50 to 67% of individuals with ovarian cancer (22) . A cross-sectional study conducted in Korea described nutritional status and identified nutritional factors contributing to malnutrition. A total of 129 individuals over the age of 20 with gynecological cancers, including cervical, peritoneal, ovarian, uterine, endometrial, vaginal, and vulvar, were included. Using the SNAQ to assess nutritional status, the study concluded 53.5% of patients screened at risk of severe malnutrition, as classified by the Patient-Generated Subjective Global Assessment (PG-SGA), indicating SNAQ to be an adequate nutritional assessment in gynecological cancers (23) .
Other areas of study, including pulmonary disease and rehabilitation programs, have verified the validity and reliability of the Simplified Nutritional Appetite Questionnaire (SNAQ). A cross-sectional study of 229 individuals conducted in Australia evaluated nutritional status of older adults participating in ambulatory rehabilitation and determined the associations between nutritional status, physical function, and quality of life. Of those, 36% experienced a stroke, 19% had an orthopedic procedure, 45% had another medical condition. The study results showed the Mini Nutritional Assessment (MNA) detected 63% of individuals were malnourished or at risk of severe malnutrition and the SNAQ detected one-third at risk of >5% weight loss in the subsequent six months. The study findings emphasized the validity of SNAQ to detect malnutrition among older adults (24) . Additionally, a quasiexperimental study of nine patients in Malaysia evaluated a multi-disciplinary, eight-week pulmonary rehabilitation program and considered improvements of nutritional and functional status, as well as the quality of life of chronic obstructive pulmonary disease (COPD) out-patients. The study concluded the eight-week pulmonary rehabilitation program effectively improved functional status, specifically among men, as well as quality of life; however, the program did not impact nutritional status (25) . The findings support the verification of SNAQ, but due to the small sample size and 50% completion rate, the results of this study should be interpreted with caution and therefore cannot be extrapolated to the general population of elderly.
Several additional studies have used SNAQ as a screening tool. In a population-based cross-sectional study of 672 people with a mean age of 71.7+6.54 SNAQ detected 28.7% of the elderly to be at increased risk of weight loss (26) . A study conducted in China among people with cirrhosis of the liver found SNAQ able to predict weight loss and a SNAQ score below 14 correlated with hemoglobin, albumin and pre-albumin (27) . In a Japanese study of 316 residents from nursing homes, both the CNAQ and the SNAQ predicted one-year mortality (28) . The Japanese versions of the CNAQ and SNAQ had previously been validated in a larger group (29) . In an English hospital study, 42% had poor appetite using the SNAQ and this was predictive of hospital acquired infections and mortality (30) . In ambulatory older persons the SNAQ compared to the MNA had a positive predictive value of 89% and a negative predictive value of 44% (31) . In 84 community dwelling persons in Japan the SNAQ had reasonable psychometric properties and correlated with the MNA-short form, walking speed, chair stand, timed up and go test and the geriatric depression scale (32) . SNAQ scores and calorie counts were lower in patients with chronic obstructive pulmonary disease exacerbations (33) . Both increased at discharge from hospital.
Overall, this brief literature review gives credence to the concept that the SNAQ can identify older people with poor appetite who are at risk for future weight loss and other poor outcomes. The SNAQ has adequate psychometric characteristics and is included in the Rapid Geriatric Assessment, which has been developed for health providers to recognize the geriatric syndromes (Frailty (34), sarcopenia (35, 36) , cognitive dysfunction (37, 38) and anorexia of aging (39, 40) ). The management of a low SNAQ score requires, at the minimum, exclusion of depression, medications, dysphagia, dental problems, Helicobacter pylori or other nosocomial infections, hypercalcemia, Addison's disease, inability to selffeed (e.g., tremors), cholecystitis and therapeutic diets as the causes of the anorexia (40) . Persons with anorexia should also be encouraged to use calorie supplements one to two hours before meals (41) . Identification and treatment of anorexia in older persons represents a key component of preventive care for geriatric patients. c. I feel full after eating over half a meal. d. I feel full after eating most of the meal.
e. I hardly ever feel full.
Tally the results based on the following numerical scale: a=1; b=2, c=3, d=4, e=5. The sum of the scores for the individual items constitutes the SNAQ score. A SNAQ score of < 14 indicates significant risk of at least 5% weight loss within six months. Wilson, et al. (6) .
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